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INTRODUCTION 


BACKGROUND 

In  1979,  The  Orkand  Corporation  conducted  a  preliminary  survey  of  free- 
standing emergency  centers,  often  referred  to  as  "emergicenters",  for  The 
Robert  Wood  Johnson  Foundation.     The  study  was  one  of  several  efforts  by  the 
foundation  to  identify  and  promote  innovative  approaches  to  health  care  and 
coincided  with  the  expanding  interest  in  non-traditional  and  non-hospital- 
based  settings  for  patient  care  including  freestanding  surgical  centers. 

An  emergicenter  has  as  a  primary  purpose  the  delivery  of  emergency  care. 
An  emergicenter  is  also  physically  distinct  from  an  inpatient  hospital,  and 
thus,  from  the  traditional  hospital  emergency  room  and  hospital  outpatient 
departments.     A  major  objective  of  an  emergicenter  is  to  provide  increased 
access  to  emergency  care  to  populations  that  may  have  difficulty  in  obtaining 
access  to  hospitals.    However,  as  the  1979  study  revealed,  several  emergi- 
centers were  providers  of  primary  care  services  as  well  as  emergency  services, 
thus,  taking  on  some  of  the  characteristics  of  a  general  medical  clinic  or  a 
multi-specialty  group  practice.    Although  an  emergicenter  is  defined  as 
physically  separate  from  a  hospital,  It  may  have  relationships  with  a  hospital 
in  terms  of  its  ownership  or  management.    The  1979  study  showed  that  almost 
one-third  of  the  44  centers  included  in  the  study  were  in  some  way  hospital 
affiliated  or  managed.     Furthermore,  the  study  indicated  that  although  several 
emergency  centers  were  located  in  primarily  suburban  or  rural  areas,  many  were 
located  in  urban  areas  in  relatively  close  proximity  to  hospitals  and, 
therefore,  were  in  competition  for  the  same  patient  population. 

These  findings  pointed  to  an  industry  that  was  in  the  process  of 
developing  -  struggling  with  its  own  identify  and  its  appropriate  role  in  the 
health  care  system.    Since  1979,  there  has  been  a  considerable  growth  in  the 
interest  in  the  emergicenter  industry  as  well  as  In  the  number  of  centers  in 
operation  in  the  U.S.     Based  on  these  developments,  the  Health  Care  Financing 
Administration  undertook  to  update  the  preliminary  survey  to  assess  the  major 
characteristics  of  emergicenters,  identify  the  major  problems  and  issues  that 
confront  the  industry,  and  to  gain  a  better  understanding  of  the  role  that 
emergicenters  have  in  the  health  care  delivery  system. 

PROJECT  OBJECTIVES  AND  SCOPE 

The  study  had  three  major  objectives: 

•    To  identify  and  recontact  the  44  emergicenters  that  participated  in  the 
1979  study  to  determine  how  the  centers  have  changed  in  terms  of 
organizational  characteristics  and  their  role  in  the  local  health  care 
system. 
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•  To  identify  the  critical  characteristics  that  are  useful  in  categor- 
izing the  centers  with  respect  to  organizational  and  operational 
characteristics. 

•  To  identify  the  number  of  freestanding  emergency  centers  currently  in 
operation  in  the  U.S. 

The  following  three  basic  research  questions  were  developed  to  guide  the 
design  and  conduct  of  the  study  effort: 

1.  What  are  the  current  characteristics  of  the  emergicenters? 

2.  How  have  the  emergicenters  changed  in  terms  of  these  characteristics 
over  the  last  three  years? 

3.  What  is  the  role  of  emergicenters  in  the  health  care  delivery  system 
and  how  well  are  they  accepted  in  the  health  care  community? 

There  are  additional  sub-questions  which  were  addressed  under  the  major 
research  question  categories.     The  current  organizational  structure  of  the 
center,  the  number  and  type  of  patients  served,  the  types  of  services  pro- 
vided, the  center  staffing  and  the  nature  of  affiliations  or  associations  were 
examined  in  Research  Question  1  with  changes  in  these  characteristics  occur- 
ring since  the  1979  survey  examined  by  Research  Question  2.    The  following 
areas  were  also  reviewed  by  these  research  questions. 

•  Physician  characteristics 

•  Reimbursement 

•  Charges  < 

•  Financial  viability  and  factors  affecting  financial  viability. 

Research  Question  3  addressed  the  role  of  the  emergicenters  and  their 
acceptance  into  the  health  care  system.     The  sub-questions  formulated  in  this 
area  of  the  emergicenter  role  included: 

•  What  were  the  reasons  for  establishing  the  emergicenters? 

•  What  is  the  level  of  acceptance  of  the  center  by  1)  the  patient 
population,  2)  the  physician  community,  3)  hospitals,  and  4)  other 
emergicenters? 

•  Who  are  the  competitors  for  the  emergicenter ' s  business? 

•  How  is  the  emergicenter  establishing  its  place  in  the  market? 

•  What  are  the  future  plans  of  the  emergicenter  in  terms  of  growth  and 
expansion? 
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•    If  the  emergicenter  has  closed  since  1979,  what  were  the  reasons  for 


The  study  also  sought  to  identify  facility  problems  as  well  as  issues 
concerning  emergicenter  operations.     General,  open-ended  questions  addressed 
problems  that  emergicenters  have  confronted  or  are  confronting  presently.  The 
following  specific  issues  were  explored: 

•  The  policies  of  the  Federal  Government  and  other  third  party  payors 
toward  reimbursement  of  both  hospital-affiliated  and  independent 
emergicenters. 

•  The  guidelines  or  policies  that  may  have  been  established  or  are  being 
established  for  the  regulation  of  emergicenters  including  Certificate 
of  Need  (CON). 

•  The  presence  or  possible  adoption  of  state  licensure  standards  and 
their  impact  on  emergicenters. 

STUDY  METHOD  AND  LIMITATIONS 

The  study  focused  on  the  44  emergicenters  included  in  the  1979  project 
sponsored  by  The  Robert  Wood  Johnson  Foundation.    Therefore,  the  data 
requirements  and  the  methodology  for  the  collection  of  data  were  designed  to 
be  consistent  with  the  previous  approach. 

Methodology 

The  methodology  for  the  study  of  the  emergicenters  included  the  following 
major  steps: 

Development  of  the  Emergicenter  Discussion  Guide.     The  discussion  guide 
used  in  the  study  was  based  on  the  guide  developed  for  the  1979  project. 
Questions  were  added  to  the  discussion  guide  for  the  purpose  of  obtaining 
additional,  more  detailed  information.    The  additional  questions  were  directed 
at  two  areas:     1)  the  role  of  the  emergicenter  in  the  health  care  system,  and 
2)  issues  and  problems  confronting  emergicenters.    The  additions  to  the  dis- 
cussion guide  were  based  on  recent  emergicenter  literature  and  comments 
obtained  from  the  American  Hosptial  Association,  National  Association  of  Free- 
standing Emergency  Centers  and  the  American  College  of  Emergency  Physicians. 

The  discussion  guide  was  divided  into  the  following  sections: 

A.  Background  Information 

B.  Emergicenter  Status 

C.  Ownership 

D.  Facility  Characteristics 

E.  Proximity  to  Other  Health  Resources 

F.  Role  of  the  Facility 

G.  Capabilities  of  the  Facility 
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H. 

Services  Provided 

I. 

Patient  Sources 

J. 

Patient  Volume 

K. 

Patient  Disposition 

L. 

Facility  Staffing 

M. 

Payment  for  Services 

N. 

Discussion  Questions 

0. 

Knowledge  of  Other  Emergicenters 

Information  was  collected  in  each  of  the  above  categories  for  the  current 
operations  of  the  center  from  those  emergicenter  staff  members  who  were  most 
familiar  with  a  particular  category  in  order  to  increase  the  accuracy  of  the 
data.     The  discussion  guide  used  in  the  study  is  included  in  the  Appendix  to 
this  report. 

Collection  of  Information  from  Emergicenters.    The  information  was  col- 
lected from  indepth  discussions  with  the  staffs  of  the  emergicenters  included 
in  the  study.     In  order  to  assist  in  obtaining  the  cooperation  of  centers,  a 
letter  endorsing  the  study  was  obtained  from  the  National  Association  of 
Freestanding  Emergency  Centers  and  sent  to  each  of  the  centers  to  encourage 
their  participation.     This  letter  was  followed  by  a  telephone  call  to  identify 
the  most  suitable  staff  member(s)  for  the  discussions  and  to  schedule  a  time 
for  the  lengthy  telephone  conversation.     In  many  cases  it  was  necessary  to 
call  on  more  than  one  occasion  or  to  talk  with  more  than  one  individual  within 
the  center.    Ten  centers  requested  that  copies  of  the  discussion  guides  be 
mailed  to  them  before  they  would  agree  to  participate.    Of  the  ten,  four  sent 
back  annotated  discussion  guides  and  six  declined  to  participate  after  re- 
peated attempts  to  recontact  them. 

Literature  Review  and  Annotated  Bibliography.     An  important  component  of 
the  study  was  the  preparation  of  an  annotated  bibliography  of  the  literature 
on  the  emergicenter  industry.    A  literature  review  was  undertaken  to  identify 
articles  in  professional  journals,  newspapers,  and  magazines  that  were  rele- 
vant to  the  study.     The  National  Association  of  Freestanding  Emergency  Centers 
assisted  in  the  identification  effort.    The  annotated  bibliography  and  the 
articles  are  submitted  as  a  separate  report  of  this  project. 

Identification  of  Additional  Emergicenters.     Several  sources  were  reviewed 
to  determine  if  an  up-to-date  list  of  emergicenters  was  available.     The  most 
comprehensive  source  was  found  to  be  the  National  Association  of  Freestading 
Emergency  Centers  based  in  Dallas,  Texas.    Although  the  association  currently 
has  approximately  120  members,  it  maintains  a  list  of  approximately  525 
centers  in  the  U.S.    This  list  was  provided  to  The  Orkand  Corporation  in 
confidence  for  the  purpose  of  documenting  the  number  of  emergicenters. 

Limitations  of  the  Study 

The  most  significant  limitation  of  the  study  was  the  use  of  the  telephone 
discussion  techniques  to  collect  the  required  Information.    This  approach  made 
it  impossible  to  verify  the  accuracy  of  the  data  supplied  by  the 
emergicenters.     It  was  evident  during  the  telephone  discussions  that 
emergicenter  staff  members — although  generally  helpful  and  cooperative — were 
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simply  making  their  best  estimates  for  the  quantitative  information.    While  in 
most  instances  we  believe  that  the  data  are  reasonably  accurate,  it  is 
possible  that  some  results  might  change  if  a  different  individual  had  been 
contacted  or  if  facility  records  has  been  reviewed.    Another  limitation  of  the 
study  was  the  reluctance  of  several  centers  to  provide  information  about 
topics  considered  "sensitive"  or  proprietary.    This  problem  was  most  fre- 
quently encountered  with  regard  to  the  financial  data  and  sources  of  reim- 
bursement questions. 

Because  many  of  the  emergicenters  operate  with  a  small  staff,  the  burden 
imposed  by  a  lengthy  telephone  call  during  the  workday  also  contributed  to  the 
limitations  of  the  data  collection  effort.     It  was,  in  many  cases,  very  diffi- 
cult to  complete  the  telephone  discussions  without  major  interruptions  from 
the  normal  operations  of  the  center  which  limited  the  quality  and  depth  of  the 
response  to  many  of  the  open-ended  questions. 

Lastly,  a  major  limitation  of  the  project  was  that  it  focused  only  on  the 
44  centers  included  in  the  previous  study.    While  it  was  likely  that  in  1979 
these  44  emergicenters  were  representative  of  centers  in  operation  of  that 
time,  it  is  very  unlikely  that  the  are  representative  of  the  current  emergi- 
center  industry.     Thus,  generalizations  from  this  group  to  the  industry  is 
inadvisable.    Major  changes  also  took  place  to  the  group  of  centers  included 
in  the  1979  study  which  reduced  the  number  of  centers  available  for  the 
analysis  to  26  which  could  still  be  defined  as  emergicenters  and  were  also 
willing  to  cooperate  in  the  study. 
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II.     FINDINGS  OF  THE  STUDY 


INTRODUCTION 

In  this  chapter  the  results  of  the  updated  survey  of  the  emergicenters  are 
presented  based  on  the  self-reported  data  collected  from  the  emergicenters 
using  the  discussion  guide.     Because  of  the  nature  of  the  survey  and  the 
relatively  small  sample  size,  the  analysis  is  primarily  descriptive  and 
Includes  some  of  the  anecdotal  information  reported  by  the  emergicenters  in 
response  to  the  open-ended  questions  and  other  discussions  with  the  facility 
staff.    Where  interesting  differences  were  found  between  the  status  of  the 
facilities  in  1979  and  the  updated  survey,  the  comparison  information  is 
discussed;  however,  caution  is  advised  in  interpreting  these  differences 
because  of  the  changes  in  the  composition  of  the  study  sample  and  the 
inability  to  verify  any  of  the  reported  data. 

CHANGES  IN  THE  STATUS  OF  EMERGICENTERS 

Of  the  44  emergicenters  included  in  the  original  study,  twelve  (27.3%) 
apparently  experienced  a  major  change  in  the  nature  of  their  operations  which 
resulted  in  their  being  dropped  from  emergicenter  group. 

The  status  of  these  twelve  facilities  is  briefly  described  below: 

•  Two  centers  apparently  closed  between  1979  and  1982.    Little  informa- 
tion could  be  obtained  to  determine  the  reason  for  closure.     In  one 
case  a  branch  clinic  of  a  multi-specialty  group  practice  took  over  the 
office  space;  however,  the  group  practice  was  not  affiliated  with  the 
former  emergicenter.    In  the  other  case,  the  telephone  of  the  facility 
was  found  to  be  disconnected  with  no  forwarding  number  and  no  listing 
for  the  facility  was  found  in  the  local  telephone  directory.  Attempts 
to  identify  the  center  or  its  former  operators  through  other  contacts 
in  the  area  including  the  health  planning  agency  were  unsuccessful.  It 
was  assumed  that  the  emergicenter  went  out  of  business.     Both  of  the 
closed  emergicenters  were  independents  and  not  affiliated  with  a  hospi- 
tal. 

•  Three  centers  were  identified  as  multi-specialty  clinics  or  large  group 
practices.     The  telephone  discussions  with  these  three  facilities  led 
to  the  conclusion  that  they  were  not  emergicenters  at  the  present 
time.     Review  of  the  discussion  guides  from  the  1979  study  indicated 
that  although  the  three  centers  handled  emergency  cases,  they  were 
difficult  to  classify  as  emergency  centers  because  of  the  broad  multi- 
specialty  clinic-type  services  that  they  provided  as  their  major  func- 
tion.    Two  of  the  facilities  were  hospital-affiliated  and  one  was  an 
independent  group  practice  arrangement.    All  three  cases  were  excluded 
from  the  analysis  of  emergicenters. 
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•     Seven  centers  included  in  the  original  study  were  determined  to  be 
physician's  offices  in  1982.     It  was  difficult  to  trace  the  organiza- 
tional history  of  all  of  these  facilities.     In  two  cases  it  was  clear 
that  the  facilities  were  originally  conceived  as  emergicenters  and  were 
such  at  the  time  of  the  previous  study.     One  of  these  two  converted  to 
a  physician's  office  practice  when  the  physician  that  opened  the  facil- 
ity died  and  the  practice  was  taken  over  by  another  physician.  The 
second  facility  converted  to  private  practice  apparently  as  a  result  of 
a  change  in  ownership  and  perceived  financial  advantages  of  private 
practice  over  the  emergicenter  practice  in  the  particular  location. 
The  five  additional  "centers"  in  this  group  were  assessed  to  be  indis- 
tinguishable from  a  physician's  office  and  the  physicians  or  reception- 
ists of  these  facilities  essentially  identified  the  facilities  as 
private  offices.     All  seven  facilities  described  in  this  section  were 
excluded  from  the  subsequent  analysis. 

Of  the  32  remaining  emergicenters  out  of  the  original  44  facilities,  all 
were  identified  as  still  in  business.     Six  of  the  32  emergicenters  either 
refused  to  participate  in  the  followup  study  or  requested  that  the  discussion 
guide  be  sent  to  them  but  did  not  supply  the  information  requested  as  of 
December  31,  1982  after  repeated  telephone  calls.     Thus,  26  emergicenters  were 
included  in  the  analysis  based  on  continued  operation  and  cooperation  in  the 
followup  study. 

Two  emergicenters  in  the  reporting  group  experienced  major  ownership 
changes  during  the  period  1979  to  1982.    One  facility  that  was  owned  by  a 
physician  was  subsequently  bought  by  the  HUMANA  Corporation  as  part  of  that 
company's  major  effort  to  establish  itself  in  the  primary  care  clinic  indus- 
try.   Discussion  with  a  facility  representative  indicated  that  HUMANA  now  owns 
and/or  operates  48  centers  and  is  expected  to  expand  its  chain  to  include  100 
facilties.    Another  emergicenter  also  experienced  an  ownership  change  in  that 
it  was  acquired  by  a  group  of  physicians  who  subsequently  incorporated  the 
organization  with  no  change  in  the  emergicenter  status  of  the  facility. 

In  the  following  sections  the  characteristics  of  the  reporting  emergi- 
centers are  presented  and,  for  selected  topics,  are  contrasted  with  the  char- 
acteristics of  the  original  group  of  centers  included  in  the  previous  study. 

EMERGICENTER  OWNERSHIP 

Of  the  32  emergicenters  that  were  still  in  operation  in  1982,  10  are 
hospital  affiliated  (either  owned  or  managed),  and  22  are  independent.  The 
independent  facilities  may  be  owned  either  by  a  physician  (or  physician  group) 
or  by  a  larger  non-hospital  corporation.    Nine  (34.6%)  of  the  26  centers  which 
reported  data  in  the  study  described  themselves  as  part  of  a  larger  chain  or 
network  of  emergicenters.     Although  this  question  was  not  explicitly  asked  in 
the  1979  study,  it  is  likely  that  fewer  centers  would  have  reported  such 
affiliation  at  that  time.     Since  1979,  not  only  have  larger  companies  entered 
the  emergicenter  industry  (such  as  HUMANA),  but  some  of  the  facilities  in  the 
study  have  added  second  and  third  locations  in  their  communities. 
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Reflecting  the  dominance  of  independent  centers  in  the  sample,  17,  almost 
two-thirds  of  the  group,  are  for-profit. 


LENGTH  OF  TIME  OPEN 

In  the  1979  study,  more  than  one-half  of  the  centers  had  been  open  for 
less  than  18  months.    Thus,  it  is  not  surprising  that  12  of  26  facilities  in 
the  followup  study  reported  that  they  had  been  in  business  for  four  years.  An 
additional  30%  of  the  facilities  had  been  open  for  five  to  six  years  with  the 
oldest  facility  reporting  providing  services  as  an  emergicenter  for  ten  years. 
The  distribution  of  facilities  by  length  of  time  open  is  given  in  Exhibit  II-l. 


ACCREDITATION  AND  APPROVALS 

The  need  for  accreditation  and  approval  of  the  emergicenter  appeared  to  be 
directly  related  to  whether  or  not  the  facility  was  affiliated  with  a  hospi- 
tal.   All  of  the  emergency  centers  which  were  hospital-affiliated  reported 
accreditation  from  the  Joint  Commission  for  the  Accreditation  of  Hospitals 
(JCAH).    Three  non-hospital  affilliated  centers  reported  some  form  of  accredi- 
tation had  been  received  but  did  not  specify  the  accrediting  body.    No  speci- 
fic question  was  asked  regarding  other  regulatory  approvals  required  to  oper- 
ate as  an  emergicenter.     However,  it  was  reported  by  the  centers  that  Rhode 
Island  implemented  a  law  in  December,  1982  regulating  emergicenters  and 
requiring  that  the  word  "emergency"  be  eliminated  from  a  facility's  name.  It 
was  also  reported  that  Georgia  recently  passed  a  law  (HB  15-53)  regulating 
emergency  center  type  facilities.     Informal  discussions  with  several  emergi- 
center directors  indicated  that  in  most  cases,  certificate  of  need  approval 
was  not  required  for  the  facilities. 

ROLE  OF  THE  EMERGICENTER  IN  THE  COMMUNITY  HEALTH  CARE  SYSTEM 

Most  of  the  centers  referred  to  providing  emergency  care  and  improving 
patient  access  as  their  perception  of  their  role  in  the  community.    In  addi- 
tion, of  the  centers  that  answered  the  question,  most  reported  that  their  role 
in  the  local  health  care  system  had  worked  out  as  they  had  originally 
Intended.    However,  in  contrast  to  the  1979  survey  results,  several  centers  in 
the  current  study  expanded  their  concept  of  the  role  by  including  primary  care 
as  an  important  function  of  their  emergicenter.    The  expansion  into  primary 
care  seems  to  be  in  direct  response  to  a  desire  to  expand  the  scope  of  ser- 
vices and  the  need  for  improved  financial  viability.     One  center  also 
mentioned  ambulatory  surgical  care  as  an  integral  part  of  their  activity. 


AFFILIATION  AND  LINKAGES 

The  frequencies  of  reported  linkages  to  other  health  care  resources  in  or 
near  to  the  emergicenter ' s  service  area  are  presented  in  Exhibit  II-2.  Three 
types  of  linkages  were  examined:     with  hospitals,  with  ambulance  service 
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Exhibit  II-l 
LENGTH  OF  TIME  EMERGICENTERS  OPEN 


YEARS 
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3.8 
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Exhibit  II-2 
RELATIONSHIP  WITH  OTHER  PROVIDERS 


STATUS 

HOSPITAL 
AGREEMENTS 

AMBULANCE 
AGREEMENTS 

PART  OF 
EMS  SYSTEM 

N 

% 

N 

% 

N 

% 

Yes 

10 

38. 

5 

7 

26.9 

8 

30.8 

No 

16 

61. 

5 

19 

73.1 

18 

69.2 

Total 
Centers 

26 

100. 

0% 

26 

100.0% 

26 

100.0% 
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companies,  and  with  the  local  Emergency  Medical  Services  (EMS)  system.  Link- 
ages were  considered  to  be  reasonably  formal  arrangements  (verbal  or  written) 
for  procedures  of  interaction  between  the  emergicenter  and  another  resource. 
The  large  proportion  of  facilities  without  affiliations  or  linkages  was 
striking.    Almost  two-thirds  of  the  centers  did  not  report  transfer  agreements 
with  hospitals.    The  centers  that  were  hospital-affiliated  did  have  specific 
agreements  with  their  parent  facility.    However,  only  a  small  proportion  of 
the  independent  centers  reported  such  agreements  in  the  1979  study.  Only 
26.9%  of  the  centers  reported  agreements  with  ambulance  service  companies; 
again,  less  than  the  36. 4%  reported  in  the  1979  study.     A  tentative  finding 
might  be  that  the  emergicenters  have  less  perceived  need  for  formalized 
arrangements  as  the  facilities  became  more  established  in  an  area.  In 
addition,  only  8  of  the  26  centers  reported  that  they  were  a  part  of  the 
established  local  EMS  system. 


DESCRIPTION  OF  SERVICE  AREA  AND  POPULATION 

The  distribution  of  facilities  by  type  of  location  was  very  similar  to  the 
results  reported  in  the  earlier  study.     One-half  of  the  facilities  are  located 
in  suburban  areas.     The  next  most  frequent  location  are  urban  areas  (38.5%) 
followed  by  rural  areas  with  11.5%  of  the  centers.     Data  on  the  characteris- 
tics of  the  population  were  not  gathered  systematically.    However,  respondents 
were  asked  to  characterize,  in  general  terms,  the  age,  racial,  and  social- 
economic  status  of  the  population  they  serve.    The  majority  of  centers 
reported  an  average  patient  age  of  low  to  mid-thirties.     The  majority  of 
facilities  are  located  in  predominantly  white  communities  with  only  two  of  the 
26  centers  serving  primarily  minority  communities.    The  majority  of  centers 
also  described  their  service  area  population  as  middle  class. 

Proximity  to  Nearest  Hospital 

Exhibit  II-3  shows  the  distance  to  the  nearest  hospital  for  the  26  emergi- 
centers included  in  the  study.    Again,  the  results  are  similar  to  the  earlier 
study  with  46.1%  of  the  centers  within  five  miles  of  the  nearest  hospital.  It 
should  be  noted,  that  almost  one-fifth  of  the  centers  are  more  than  20  miles 
from  a  hospital. 


POLICIES  AND  PROCEDURES 

Only  a  few  items  were  asked  on  the  follow-up  survey  regarding  center 
policies  and  procedures:     hours  of  operation  and  criteria  for  not  accepting 
patients. 

Hours  of  Operation 

Hours  of  operation  is  one  of  the  most  controversial  issues  in  the  emergi- 
center industry.    Many  center  directors,  as  well  as  the  National  Association 
for  Freestanding  Emergency  Centers,  put  forth  the  position  that  a  center  must 
remain  open  24  hours  a  day,  seven  days  a  week,  to  be  regarded  as  an  emergi- 
center.   The  follow-up  survey  revealed  that  only  10  of  the  26  centers  (38.5%) 
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Exhibit  II-3 
DISTANCE  TO  CLOSEST  FACILITY 
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NUMBER  OF  CENTERS 

% 
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19.2 

Total  Centers 

26 

100. 0% 
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met  this  stringent  criteria  as  shown  in  Exhibit  II-4.    Although  "24  hours"  was 
the  most  frequently  reported  category,  several  centers  reported  only  a  "one- 
shift"  or  "two-shift"  schedule  with  the  hours  of  operation  slightly  more 
restricted  on  weekends  as  compared  to  weekdays.     Facility  by  facility  compari- 
son between  the  1979  and  the  follow-up  studies  indicated  there  has  been  a 
slight  tendency  to  increase  the  hours  of  operation  at  the  facilities. 

Cases  Not  Accepted  By  Emergicenters 

Of  the  26  centers  included  in  the  analysis,  18  (62.9%)  stated  that  they 
did  not  have  any  general  policies  that  would  exclude  any  type  of  case  from 
being  seen  at  the  center.     This  findings  is  comparable  to  the  1979  study  where 
62.8%  of  the  centers  reported  no  exclusion  criteria.     For  the  eight  centers 
that  did  have  exclusion  policies,  the  types  of  cases  that  would  not  be  seen 
are  listed  below: 

•    Medical  Condition  •  Other 


-  Major  Trauma 

-  Alcohol  Abuse 

-  Pregnancy 

-  Life  Threatening 


TREATMENT  FACILITIES  OF  EMERGICENTERS 

It  appears  that  there  has  been  some  minor  changes  in  the  physical  charac- 
teristics of  the  emergicenters  over  the  time  period.     Some  of  the  facilities 
expanded  with  the  addition  of  more  treatment  rooms  or,  in  the  case  of  two 
centers,  entirely  new  facilities  built  for  the  center.    The  distribution  of 
the  26  facilities  by  number  of  treatment  rooms  is  given  in  Exhibit  II-5. 
Approximately  one-third  of  the  centers  have  five  or  six  treatment  rooms  in  the 
most  frequent  category.    Three-fourths  of  the  facilities  have  between  five  and 
12  rooms.    Typically,  each  room  has  one  treatment  table. 

Provision  for  Overnight  Stay 

The  emergicenters  are  not  designed  to  keep  patients  overnight.  This 
finding  has  remained  consistent  between  the  1979  and  follow-up  surveys.  Only 
one  of  the  26  facilities  reported  any  capability  to  hold  a  patient  overnight. 

Operating  Room 

Thirty  percent  of  the  emergicenters  reported  that  they  often  or  sometimes 
perform  surgery  although  the  type  of  surgery  was  not  reported.    Nine  of  the  26 
centers  reported  that  they  had  operating  rooms  available  for  surgical  cases. 


-  Abortions 

-  Cardiac 


-  Medicaid 

-  Medicare 
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Exhibit  II-4 
HOURS  OF  OPERATION 
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Exhibit  II-5 
NUMBER  OF  TREATMENT  ROOMS  IN  EMERGICENTER 


ROOMS 

NUMBER  OF  FACILITIES 

% 

1-4 

2 

7.7 

5-6 

9 

34.6 
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15.4 
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26.9 
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7.7 
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2 

7.7 

Total  Centers 

26 

100.0% 
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Laboratory  Facilities 

All  but  one  of  the  emergicenters  stated  that  they  had  at  least  basic 
laboratory  facilities  available  on  the  premises  which  is  consistent  with  the 
1979  findings.     In  addition,  eight  centers  (30.8%)  reported  that  they  had  at 
least  one  piece  of  sophisticated  technical  equipment  such  as  an  autoanalyzer . 

X-Ray 

All  of  the  emergicenters  stated  that  they  had  x-ray  equipment  available 
which  is  also  consistent  with  the  previous  study. 

Pharmacy 

It  would  appear  that  some  centers  have  expanded  their  services  to  include 
pharmacy  services  for  their  patients.    Four  of  the  centers  had  pharmacies  in 
the  follow-up  study  compared  to  two  in  the  1979  report. 

Blood  Bank 

Of  the  26  emergicenters,  eight  reported  that  they  maintain  a  supply  of 
whole  blood  on  the  center  premises.     This  is  an  increase  over  the  five  centers 
that  reported  this  capability  in  1979.    As  in  1979,  all  facilities  with  a 
blood  bank  are  hospital-affiliated. 

Electrocardiogram 

All  of  the  26  emergicenters  for  which  data  were  available  reported  that 
they  can  perform  EKG  tests. 

PATIENT  CHARACTERISTICS 

The  patient  characteristics  examined  in  the  follow-up  study  included 
patient  volumes,  types  of  procedures  performed  and  conditions  treated,  sources 
for  patients,  discharge  disposition  of  patients,  and  an  estimate  of  the  pro- 
portion of  "emergency"  and  "non-emergency"  cases  as  defined  by  the  facility. 
The  results  of  this  analysis  are  presented  in  the  following  sections. 

Patient  Volume 

The  emergicenters  were  asked  to  estimate  the  average  number  of  patients 
seen  on  a  typical  day  during  the  week  and  on  the  weekend.    The  distributions 
are  shown  in  Exhibit  II-6.     Comparison  with  facility  information  from  the 
previous  study  showed  an  increase  in  patient  volume  for  almost  all  centers 
included  in  both  studies.    The  range  of  volume  estimates  seen  in  the  exhibit 
was  fairly  wide  with  most  centers  experiencing  an  average  of  30  to  70  patients 
per  day.    The  weekend  volumes  were  noted  to  be  somewhat  lower  by  comparison. 
The  total  caseload  for  1982  was  also  estimated  by  17  of  the  emergicenters  and 
ranged  from  12,000  to  34,000  with  an  average  yearly  volume  of  22,400  which  is 
the  equivalent  of  approximately  60  patients  per  day  for  365  business  days  per 
year.     It  should  be  noted  that  all  volumes  were  estimates  by  emergicenter 
staff  and  were  unconfirmed.     Considerable  day  to  day  variability  was  also 
mentioned. 
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Exhibit  II-6 
PATIENT  VOLUME  PER  DAY 


NUMBER  OF 
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5 
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2 
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4 
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5 
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3 

11.6 

70-79 

2 

7.7 

4 

15.4 
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2 
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1 

3.8 
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1 

3.8 

0 
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3.8 

1 

3.8 

Not 

Reported 

1 

3.8 

1 

3.8 

Total 
Centers 

26 

100.0% 

26 

100.0% 

11-12 


Sources  of  Patients 

Exhibit  II-7  shows  the  estimates  of  the  proportion  of  patients  seen  by  the 
emergicenters  by  source  (walk-in,  ambulance,  physician  referral,  and  police  or 
fire  department).     It  was  evident  from  the  distributions  that  the  vast 
majority  of  facilities  see  patients  who  are  "walk-ins."    Twenty-two  of  the  26 
facilities  received  90%  or  more  of  their  patients  in  this  way.  Ambulance 
arrivals  were  the  next  most  frequently  reported  source  of  patients  with  17 
centers  receiving  between  1%  and  29%  of  their  patients  by  ambulance.  The 
majority  of  centers  reported  no  patient  arrivals  based  on  physician,  police  or 
fire  department  referrals.     These  patterns  for  sources  of  patients  were 
similar  to  the  1979  study  findings  but  with  increased  reliance  on  walk-in 
patients . 

Patient  Disposition  Status 

The  emergicenters  were  asked  to  estimate  how  often  patients  were  referred 
to  an  inpatient  facility  for  admission,  referred  to  an  outpatient  facility, 
referred  to  private  physician,  and  referred  to  home  with  no  followup.  In 
contrast  to  the  1979  study  findings,  the  current  study  shows  that  the  majority 
of  facilities  (16  of  25)  discharge  patients  to  home  without  followup.  Only 
five  facilities  of  the  26  reporting  referred  patients  to  a  private  physician 
with  four  of  these  five  centers  apparently  making  a  referral  as  a  matter  of 
policy.    Only  three  emergicenters  reported  that  patients  were  referred  to  an 
outpatient  facility  for  a  relatively  small  proportion  of  their  caseload. 
Almost  all  facilities  (20  of  25)  reported  that  a  small  percent  (less  than  10%) 
of  their  patients  are  referred  to  inpatient  facilities.    As  found  in  the  1979 
study,  this  result  was  not  surprizing  because  ambulances  take  severe  cases 
directly  to  a  hospital  when  possible  bypassing  the  emergicenter  facilities. 

The  relative  large  increase  in  the  proportion  of  patients  discharged  to 
home  may  be  explained  by  the  finding  noted  previously  that  many  of  the  emergi- 
centers have  expanded  their  scope  of  services  to  include  general  primary  care 
and,  therefore,  are  probably  treating  a  less  severe  mix  of  patients  that 
require  little  or  no  specific  follow-up.     Exhibit  II-8  shows  the  distribution 
of  facilities  by  patient  disposition  status. 

Procedures  Performed/Problems  Treated 

Emergicenters  were  asked  to  report  the  patient  problems  most  frequently 
treated  by  the  facility.    The  number  of  mentions  for  the  top  four  problems  are 
given  below  with  an  additional  category  for  "all  others." 


Patient  Problem 


Number  of  Mentions 


Suture  and  lacerations 

Fractures  and  casts 

Colds,  flu,  upper  respiratory 


21 
16 


problems 
Cardiac  problems 
All  other  mentions 


TOTAL 


9 
A 
22 
72 
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Exhibit  II-7 
SOURCES  OF  PATIENTS 
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Exhibit  1 1-8 
PATIENT  DISPOSITION 
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Types  of  Services  Provided 

In  order  to  obtain  an  estimate  of  the  breakdown  between  the  proportion  of 
emergency  and  non-emergency  cases,  each  emergicenter  was  asked  to  estimate  the 
percentage  of  cases  in  each  group  using  their  own  definition  of  "emergency." 
The  results  of  the  follow-up  study  were  very  similar  to  the  1979  report.  The 
centers  were  found  to  vary  considerably  with  25.0%  of  the  centers  stating  that 
less  than  10%  of  their  cases  were  "emergency"  while  a  third  of  the  sample  said 
that  more  than  one-half  of  their  caseload  was  "emergency."    Similar  variations 
were  found  for  the  estimates  of  the  non-emergency  component.     Eleven  of  the  24 
centers  reporting  estimated  that  they  see  a  "life  threatening"  case  in  less 
than  10%  of  their  cases.     It  would  seem  that  either  the  emergicenters  deal 
with  very  different  types  of  populations  or  that  "emergency"  is  a  difficult 
term  to  apply  in  the  categorization  of  patients. 

STAFFING  PATTERNS 

A  rigorous  examination  of  staffing  patterns  could  not  be  carried  out 
because  of  limitations  in  the  data  reported  by  the  facilities  and  the  inabil- 
ity to  adequately  distinguish  between  full-time  and  part-time  staff.  The 
emergicenters  reported  generally  that  staff  size  had  increased  commensurately 
with  increases  in  patient  volume  and  expanded  facilities.     In  most  facilities, 
the  typical  staffing  pattern  per  shift  consisted  of  a  physician,  RN,  Aide, 
X-ray  Technician,  Laboratory  Technician,  and  office  administrative  support 
(one  or  two  people).    Only  a  few  of  the  facilities  reported  the  use  of  either 
physician  assistants  or  nurse  practitioners  in  patient  treatment. 

Some  of  the  emergicenters  reported  use  of  foreign  medical  graduates  or 
interns  and  residents  on  the  facility  staff.     Eight  of  the  26  centers  employed 
FMGs  and  five  of  the  hospital  affiliated  centers  used  interns  or  residents  on 
the  staff. 

The  average  age  of  the  physicians  on  the  emergicenter  staff  was  generally 
young  with  a  mean  of  36  years  which  is  identical  to  the  overall  average  age 
reported  in  the  1979  study.    Nearly  all  of  the  emergicenters  reported  that 
they  had  a  phsycian  on  duty  and  present  in  the  facility  during  the  hours  that 
they  were  open.    Only  one  facility  explicitly  stated  that  a  physician  was  only 
"on-call"  during  the  late-night  shift. 

FINANCIAL  CHARACTERISTICS 

The  financial  data  was  the  most  difficult  information  to  obtain  from  the 
emergency  centers  because  many  of  the  centers  considered  it  particularly 
sensitive  and  were  unwilling  to  provide  the  data.     In  some  cases,  it  was 
evident  that  the  centers  did  not  have  the  information  available  and  were 
unable  to  make  estimates.     Only  16  of  the  26  centers  provided  estimates  of 
their  current  annual  budget;  only  9  centers  gave  estimates  of  next  year's 
budget  levels.    As  shown  in  Exhibit  II-9,  no  pattern  emerges  from  the  budget 
distribution  with  estimates  of  the  current  year's  budget  which  ranges  from 
$100,000  to  over  $2,000,000  for  the  centers.    To  be  useful,  budget  information 
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Exhibit  1 1-9 
ANNUAL  BUDGET  CURRENT  YEAR 
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on  more  centers  would  have  to  be  obtained  and  then  related  to  other  facility 
characteristics  if  the  number  of  observations  were  sufficient.    On  a  facility 
by  facility  basis,  the  budgets  were  observed  to  increase  from  1979  to  1982  for 
a  majority  of  the  facilities. 

When  asked  if  the  emergicenters  generated  an  operating  surplus,  50%  of  the 
26  facilities  responding  reported  in  the  affirmative  with  seven  reporting  an 
operating  loss  and  six  unsure  of  their  surplus/loss  status.    Interesting  and 
particularly  relevant  for  the  study  of  the  industry,  15  of  the  26  facilities 
estimated  that  their  center  would  not  achieve  "breakeven"  if  only  emergency 
services  were  provided.     It  would  appear  that  expanding  the  scope  of  services 
to  include  primary  care  services  is  critical  to  the  financial  viability  of 
many  emergency  centers. 

Sources  of  Funds 

The  information  obtained  from  the  emergicenters  indicates  that,  as  ex- 
pected, private  insurance  was  the  primary  source  of  funds  for  reimbursement. 
Patient  self  pay  was  the  second  major  source  of  revenue  with  Medicare  and 
Medicaid  the  least  productive  sources  of  revenues.     It  should  be  noted  that 
some  centers  do  not  accept  Medicare  or  Medicaid  patients,  also  several  centers 
included  in  the  study  are  located  in  Arizona,  which  does  not  have  a  Medicaid 
program  which  may  account  for  the  study  results.     Exhibit  11-10  shows  the 
distributions  of  centers  by  proportion  of  funds  received  by  source. 

Charges  for  Services 

The  minimum  and  average  charges  for  services  provided  by  the  emergicenters 
were  observed  to  differ  between  hospital-affiliated  and  independent  centers  as 
shown  in  Exhibit  11-11.     The  charges  for  the  independent  centers  were  consis- 
tently lower  than  the  charges  at  the  hospital-affiliated  centers;  however,  the 
small  number  of  observations  at  the  hospital  centers  make  this  estimate 
relatively  unreliable.     Separate  estimates  of  charges  for  physician  and 
facility  services  were  not  available.    Both  minimum  and  average  charges  were 
observed  to  almost  double  between  1979  and  1982. 

Although  financial  data  were  not  available  from  all  centers,  the  26 
centers  were  asked  to  rate  the  financial  viability  of  their  facility  in  the 
coming  year.    Nineteen  of  the  26  centers  reported  that  they  expected  their 
financial  viability  to  be  good. 

RELATIONSHIP  WITH  MEDICAL  COMMUNITY,  PROBLEMS  REPORTED,  AND  FUTURE  PLANS 

The  emergicenters  reported  a  generally  positive  relationship  with  the 
major  segments  of  the  medical  community  in  their  local  areas.     Over  80%  of  the 
centers  rated  their  relationships  with  office  based  physicians  and  the  medical 
societies  as  positive.     Not  unsurprisingly,  a  somewhat  smaller  proportion 
(65. 4%)  reported  as  positive  their  relationships  with  the  hospital  association 
and  local  hospitals  since  they  are  in  many  ways  direct  competitors. 
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Exhibit  11-10 
SOURCES  OF  FUNDS 


PERCENT  OF 

FUNDS 

RECIEVED 

PRIVATE  INSURANCE 

SELF-PAY 

MEDICAID 

MEDIC 

ARE 

N 

% 

N 

% 

N 

% 

N 

% 

0% 

1 

5.3 

1 

5.3 

6 

31.5 

3 

15.7 

1-19 

1 

5.3 

10 

52.6 

12 

63.2 

11 

58.0 

20-39 

1 

5.3 

r 
0 

CO.  C 

1 

5  3 

3 

15.7 

40-59 

8 

42.1 

1 

5.3 

0 

1 

5.3 

60-79 

4 

21.0 

0 

0 

1 

5.3 

80-99 

4 

21.0 

1 

5.3 

0 

0 

100% 

0 

1 

5.3 

0 

0 

Total 
Centers 

19 

100.0% 

19 

100.0% 

19 

100.0% 

19 

100.0% 

Exhibit  11-11 

ESTIMATED  MINIMUM  AND  AVERAGE  CHARGES 
FOR  EMERGICENTERS 


CHARGE  TYPE 

HOSPITAL-AFFILIATED 

INDEPENDENT 

EMERGICENTERS 

EMERGICENTERS 

Minimum  Charge 

$56.80 

$31.44 

N  =  5 

N  =  16 

Average  Charge 

$62.80 

$50.11 

N  =  5 

N  =  19 
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It  is  interesting  to  note  that  11  of  the  26  facilities  reported  that  they 
had  had  some  problems  over  the  last  three  years.    The  most  frequently  reported 
problem  was  increased  competition  from  the  hospitals  which  had  begun  to  expand 
their  outpatient  and  emergency  programs,  perhaps  in  response  to  the  challenge 
of  the  freestanding  emergency  centers.     One  facility  reported  some  retaliation 
by  the  local  hospital  through  the  denial  of  staff  priviledges. 

On  the  positive  side,  all  of  the  centers  still  in  operation  rated  their 
experience  as  a  success  and  reported  no  plans  to  close  or  reduce  the  scope  of 
their  operations. 

When  asked  about  future  plans  and  expansion  activities,  approximately 
one-half  of  the  emergicenters  indicated  that  they  have  contemplated  some  form 
of  expansion.    The  examples  mentioned  are  listed  below: 

•  Increase  scope  of  services 

-  Physical  therapy 

-  Occupational  health 

-  Same  day  surgery 

-  Sports  medicine  clinic 

-  Pharmacy 

•  Add  or  convert  to  Urgent  Care  center 

•  Increase  number  of  treatment  rooms  or  beds 

•  Develop  franchise  operation 

•  Build  nursing  home. 

In  addition,  several  centers  reported  that  they  plan  to  increase  their 
marketing  and  advertising  campaigns  and  budgets  with  emphasis  on  direct  mail, 
newspaper,  and  radio  advertising.     Some  centers  mentioned  the  use  of  innova- 
tive programs  such  as  free  blood  pressure  clinics,  minimum  cost  school  physi- 
cals, and  a  full-time  Workmen's  Compensation  coordinator. 

KEY  CHARACTERISTICS  OF  EMERGICENTERS 

Based  on  the  results  of  the  updated  survey,  the  available,  if  limited, 
literature  on  emergicenters  and  discussions  with  representatives  of  the  Na- 
tional Association  of  Freestanding  Emergency  Centers,  we  believe  that  the 
following  major  criteria  may  be  considered  for  use  to  distinguish  "emergi- 
centers" from  other  types  of  health  care  facilities. 

•  Hours  of  operation; 

•  Presence  of  a  physician  on  duty  during  all  hours  the  emergicenter  is 
open; 

•  Training  of  center  staff  in  emergency  procedures  and  treatment; 
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•  Availability  of  critical  supplies,  drugs,  and  equipment  to  treat  the 
emergency  patient;  and 

•  Linkages  with  other  emergency  care  resources  in  the  area  including  the 
Emergency  Medical  Services  System. 

It  would  appear  that  in  some  respects  the  emergicenter  industry  has  begun 
to  shift  towards  a  more  general  medical  clinic  orientation  or  a  physician's 
office  with  extended  hours  and  less  reliance  on  an  established,  repetitive 
patient  base.    For  the  purposes  of  provider  reimbursement  as  well  as  for 
minimizing  patient  and  provider  confusion  over  what  facilities  are  capable  of 
and  interested  in  providing  services  to  patients  in  life-threatening  or  other 
situations  where  quick  response  emergency  care  is  necessary,  it  is  important 
that  "emergicenters"  be  distinguished  from  other  routine  clinic  facilities. 
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Appendix 
EMERGICENTER  DISCUSSION  GUIDE 


THE     ORKAND  CORPORATION 


EMERGICENTER  FACILITY  CONTACT  AND  DATA 
COLLECTION  FORM 


INSTRUCTIONS 

The  objective  of  this  project  is  to  compile  *  descriptive  profile  of 
free-standing  emergency  centers  ( "emergi centers ") .    The  interviewer  should 
keep  in  mind  that  the  individual  facilities  contacted  may  not  perceive  chat 
they  have  an  interest  in  taking  time  to  supply  the  needed  information.  In 
these  cases,  the  interviewer  should  stress  the  innovative  nature  of  this  new 
type  of  health  care  delivery  facility  and  mention  that  this  Johnson 
Foundation-sponsored  survey  is  an  effort  to  determine  how  widespread  the 
centers  are  and  what  general  types  of  centers  exist.    In  addition,  inform  the 
interviewer  that  (s)he  may  be  sent  a  copy  of  the  report  once  the  project  has 
been  completed. 


Facility  name: 
Address : 


City 
Telephone  No.: 


State 


Zip 


Date  of  First 

Contact :  

Person  Initially  Contacted: 

(name )  

(position)  

Date  and  Time  Set  for  Recon- 

tact:   .  •  - 

Person  to  be  Recontacted: 

(name)   , 

(position)J    

Other  Contact  Information: 
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1.  Emergicenter  Status  For-profit    Not-for-profit  

2.  Ownership    a.  Name  of  Owner:  

owner  is:    hospital 

  corporation 

  physician(s) 

 other 

(explain)  

b.  Are  you  part  of  a  network  or  chain  of  emergency  centers? 

Yes    No   

c.  "Parent"  facility  status       Profit   Not-for-profit  

3.  Facility  Characteristics 

a.  Date  opened    Date  closed  (if  applicable)  

b.  Is  facility  accredited  or  licensed  by  any  organization?    yes   no_ 

If  yes,  by  whom  

c.  Has  your  facility  changed  from  its  original  emergicenter  status? 

Yes    No   

d.  Area  Characteristics  -  rural,  urban,  or  suburban   

size  of  service  area   

population  of  service  area  

distance  from  nearest  city   

H.    Proximity  to  Other  Health  Resources 

a.    What  is  your  facility's  proximity  to  other  health  care /emergency 

resources:  (Include  name  and  type  of  resource  and  its  distance  from 
emergicenter)  
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b.    Do  you  have  any  linkages  or  arrangements  with  other  health 

care /emergency  resources  (including  other  emergency  facilities, 
outpatient  centers,  inpatient  hospitals,  and  ambulance  services: 

Resource  (Title  and  type  of)   

Linkage   

Resource  (Title  and  type  of) 

Linkage   

Resource  (Title  and  type  of) 

Linkage  

Resource  (Title  and  type  of)   

Linkage   

Additional  Comments: 


c.  (If  not  mentioned  in  b.)  Do  you  have  transfer  agreements  with  other 
hospitals?  Yes    No   

d.  (If  not  mentioned  in  b.)  Do  you  have  an  agreements  with  ambulance 
service  companies?  Yes    No   

e.  Is  your  facility  part  of  the  established  local  Emergency  Medical 
Service  system?  Yes    No   


Role  of  Facility 

a.    Hours  of  operation:    weekdays  - 

weekends  - 


b.    What  role  (in  the  community  health  care  system)  does  the  center  play? 
Has  it  worked  out  the  way  it  was 
intended? 


c.  What  is  the  present  reaction  from  the  following  medical  groups  to  the 
establishment  of  your  center? 

Hospital  Association   

Medical  Society  

Office-Based  Practitioners   

Other  

d.  Since  establishment  have  there  been  any  problems  between  the  center 

and  other  health  care  providers  in  the  area?     Yes   No  

Explain  


( 


6.    Capabilities  of  Facility 

a.    How  many  treatment/examination  rooms  does  the  facility 
have?    how  many  beds  in  each?   


b.    Does  the  facility  have  an  Operating  Room  or  other  space  in  which 
surgery  can  be  performed?    Yes   No  


c.  Is  there  provision  for  the  patient  to  stay  overnight?    Yes   No 

d.  Does  the  facility  have  laboratory  equipment  on  the  premises? 

Yes   No   If  yes,  is  there  an  SMA-12  or  comparable 

autoanalyzer?    Yes   No  


e.    Does  the  center  have  x-ray  equipment?    Yes   No   If  yes,  is 

it  portable  or  installed?  


f .    Does  the  center  have  a  pharmacy?    Yes   No 


g.    Does  the  center  have  a  blood  bank  or  arrangement  with  another  facility 
to  get  it  quickly.    (Is  blood  bank  in  center,  whole  blood  or  plasma). 
Yes  No 


h.    Does  the  center  have  an  electrocardiograph  machine?    Yes   No 


17.  Services  Provided 

a.    What  percentage  of  the  services  provided  by  the  center  are: 
-    Emergency  services  (overall)   


life-threatening 
non-life-threatening  but 

requiring  referral 
non-li  f e-threatening , 

treated  on  an 

ambulatory  basis 


-    Non-emergency  services   

b.    Does  your  center  have  criteria  for  admitting  patients  and  if  so,  what 
type?.      Yes   No   (Explain)  


c.    Are  there  types  of  cases  that  the  center  does  not  accept? 
Yes   No    (Explain)  


d.    (If  no)  How  are  those  cases  handled? 
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e.  What  procedures  are  performed  most  often  by  the  center  and  how  many 
procedures  are  performed  each  month? 

# 

1 .     

2.   

3-  ZZZZZZIZZZZZZZZZZI 

5.     

f .  How  often  is  surgery  performed  at  your  facility? 

Often   

Sometimes   

Rarely   

Or  Never   

8.  Patient  Sources 

a.  What  percentage  of  the  patients  arrive  by: 

Walk-in   

Ambulance  

Physician  referral  for  after  hours  care   

Police  and  fire  department 
Other 

b.  Does  your  center  provide  services  over  the  telephone? 
Yes    No   

(Explain)   

9 .  Patient  Disposition 

What  percentage  of  patients  are: 

a.  Referred  to  inpatient  facility  for  admission   

b.  Referred  to  outpatient  facility  for  follow-up   

c.  Referred  to  private  physician   

d.  Released  to  home,  no  follow-up   

A-5 


(' 


10.  Patient  volume 

a.  Weekdays  per  day 

b.  Weekends  per  day 

c.  What  was  your  caseload  for  the  previous  year? 


11.  Patient/Community  Characteristics  (approximate): 

Age  

Race  

Socioeconomic  status 


12.  Facility  Staffing 

a.    What  is  the  current  number  of  full-time  and  part-time  employees? 

Total   

Physicians   

RNs   

LPNs 

Aides/technicians   

Clerical  support   

Other 


b.    What  percentage  of  your  physicians  are: 

FMGs   

Interns/residents   

Board-Certified 


c.  What  is  the  average  age  of  physician(s)  at  your  center?    years 

d.  What  is  the  typical  staffing  pattern  per  shift?  


13.  Payment  for  Services 

a.    How  do  the  insurors  and  other  third  party  payors  pay  for  services 
rendered  to  their  clients  in  your  center? 

Blue  Cross 


Medicaid 


Other  Insurance  Companies 


Medicare 
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b.    Does  facility  have  inpatient  or  ambulatory  status? 


c.    What  is  the  center's  present  budget  per  year? 


d.  What  is  the  next  year's  project  budget?   

e.  Did  your  center  produce  an  operating  surplus?    Yes    No 


f.    Is  the  center  completely  independent  financially  or  does  it  share 
overhead  with  another  institution? 


g.    If  the  center  offered  only  emergency  services,  would  it  reach 
break-even?  Yes  No 


h.    Approximate  proportion  of  funding  from: 


Insurors  % 

Self-pay__  % 

Medicaid  % 

Med  i  c  are  % 


i.    Minimum  charge  per  visit:    Physician's  Fee  $  

Center's  Fee  $  

Total  $  

J.    Average  charge  per  visit:    Physician's  Fee  $  

Center's  fee  $  

Total  $  

k.    Average  cost  per  visit:       Physician's  Cost  $  

Center's  Cost  $  

Total  Cost  $  

1.    What  is  the  level  of  malpractice  and  who  is  the  center's  malpractice 
underwriter?  
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Discussion  Questions 

The  previous  questions  will  help  identify  some  of  the  significant  changes 
in  your  facility  since  the  last  survey;  however,  we  would  like  a  more  detailed 
description  of  what  you  perceive  as  the  major  occurences  since  1979. 
Specifically,  has  the  center  - 

a.    experienced  any  major  problems?    (please  describe) 


b.    changed  ownership  since  1979?    (please  describe  all  changes) 


c.    closed  or  considered  closing?    (please  describe  reasons  for  closing  or 
considering  closure) 


d.  •  In  terms  of  your  center's  original  objectives,  would  you  consider  it  a 
success?    Yes    No   .  (Explain)  


e.    encountered  any  major  change  in  community  opinion,  positive  or 
negative,  (please  describe) 


f.    encountered  any  major  change  in  state  or  local  law  or  regulation 
including  state  licensure  effecting  the  center? 


g.    changed  its  marketing  activities  since  its  inception? 


We  would  now  like  to  identify  your  plans  for  the  future. 
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a.    What  are  your  future  plans  in  terms  of  growth  and  expansion  in  terms 
of  products,  services  and  equipment? 


b.    How  would  you  evaluate  your  present  and  future  financial  viability? 


KNOWLEDGE  OF  OTHER  EMERGICENTERS 

1.  Facility  name  

Location  

Contact  person  (if  known)  

2.  Facility  name  

Location  

Contact  person  (if  known)  

3.  Facility  name  

Location  

Contact  person  (if  known)  

4.  Facility  name  

Location  

Contact  person  (if  known)  
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